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At the last meeting of this society I presented a pa¬ 
tient with a symptom complex which was considered to be 
a great rarity, as I could find but a few such referred to 
in the literature. The symptoms in this case were not 
those of any single clinical entity, but presented them¬ 
selves, to my mind, under the form of athetosis, indicat¬ 
ing a lesion in the internal capsule or crus, and loco¬ 
motor ataxia, pointing to involvement of the posterior 
roots or columns of the cord. Although no history of 
syphilis could be elicited and no history of its secondary 
manifestation could be obtained, and, furthermore, in 
spite of the fact that treatment against such- hypothetical 
syphilis had given no definite improvement, I assumed 
that these symptoms were a manifestation of cerebro¬ 
spinal syphilis; and, in short, presented the patient 
as one of cerebro-spinal spyhilis of a tabic type associ¬ 
ated with athetoid movements. Much to my surprise, 
three prominent and active members of this society 
stated that, in their opinion, there was nothing in the 
case to warrant either the assumption or the diagnosis, 
and that, in their light, the case was one of multiple 
sclerosis. It seemed to me then, as it seems to me now, 
that it is scarcely within the bounds of possibility to 
confound a disease with such a symptom complex as the 
one I endeavored to lay before you, with a disease that 
has such a fairly well marked clinical entity as multiple 
sclerosis as we understand it and as it is described in the 
books. I surmised that possibly the opinion of these 
gentlemen was the result of my hasty and faulty pres¬ 
entation of the subject and lack of opportunity on their 


1 Read at the March meeting of the New York Neurological Society. 



A CASE OF TABES. 


295 

part to properly examine the patient. Having given a 
considerable time to the study of the case, and feeling 
tolerably sure that the diagnosis was as given, and par¬ 
ticularly as I was supported in this opinion by others 
who had gone over the case with me, I sent the patient 
to the offices of the gentlemen mentioned, that they 
might have opportunity to examine the patient more 
carefully at their convenience, and substantiate their or 
my diagnosis. At the suggestion of one of the gentle¬ 
men, who considered the case sufficiently interesting to 
warrant discussion, the patient has been sent meanwhile 
to many of the active members of the society, and they 
have either sent their opinions to me direct or are ready 
to state them this evening. 

Since the last meeting I have taken considerable 
pains to go into the man’s past life rather scrutinizingly, 
with a result that much new evidence has been obtained 
which, I think you will agree with me, lets in a consid¬ 
erable light on the obscure points in the case, and which 
likewise tends to uphold the original diagnosis. This is 
my apology for asking your attention to this matter 
anew. Before speaking of the new factors in the pa¬ 
tient’s history I shall ask you to allow me to read the 
brief notes presented with the patient at the last meet¬ 
ing. 

J. J. D., 38 years old, male, married, occupation police¬ 
man. Seen, in consultation with Dr. E. T. T. Marsh, 
November, 1894. Family history good. Denies syphilis 
and alcoholism, and there are no traces of either to be 
found. Has never used tobacco or indulged in excesses. 
The only factor in his previous history that is at all 
pertinent is the fact that in January, 1886, while attempt¬ 
ing to make an arrest, he was thrown against a pillar of 
the elevated railway, and received a severe cut over the 
right parietal region. He was not unconscious, but was 
incapacitated for about three weeks. He does not re¬ 
member any headache after that or since then. His per¬ 
sonal history is that he was all right until about a year 
ago, when h» noticed some involuntary movement of the 
right hand, particularly on excitement and exertion. 
Accompanying this was a sense of numbness in the 
hand and right upper extremity and a loss of dexterity 
of the fingers of this hand. About this time,.either be¬ 
fore or after—he says he does not remember—(probably 
longer), he noticed drooping of the left eyelid ; in the 
beginning this was intermittent, but later he noticed 



JOSEPH COLLINS. 


296 

that he could not open this eye so widely as the other. 
At this time he had some transient attacks of diplopia. 
The numbness of the right hand and arm got gradually 
worse, and it felt heavy and useless. Lately he has had 
a similar feeling of numbness in the legs, particularly in 
the right, and a sensation of a firm band fastened around 
the calf of the right leg. Sexual vigor began to diminish 
about seven months ago, and gradually reached a state 
of impotency. He has had no trouble with the sphinc¬ 
ters. There has been no headache, no disturbance of 
speech, no pain, no uncertainty of gait, either by day or 
night. 

Examination shows more or less regular movements 
of the right upper extremity, particularly manifest in 
the hand. This movement is neither a clonus nor a 
tumor, nor is it sufficiently rhythmical, determinate, sys¬ 
tematic or uniform to be called strictly athetoid; and 
there is no tendency to distortion; yet it must be con¬ 
sidered an athetosis. It continues during sleep, but to a 
lesser degree, and it is made worse by stimulation and 
excitement. The movements are a sort of flexion and 
extension of the hand on the wrist and irregular move 
ments of the fingers. They cannot be diminished by the 
strongest movement on the part of the patient. The 
strength of the right arm is a little impaired, and more 
in the extensors than in the flexors. There is consider 
able tactile anaesthesia, but pain and thermal sense re¬ 
main normal. Muscular sense is impaired, and there s 
loss of sense of position in this extremity. When a coin, 
such as a quarter or half dollar piece, is dropped into the 
palm, he may feel it strike, but he has no idea what it is, 
nor can he tell when it is removed. Marked ataxia of 
this extremity, complete loss of dexterity of the fingers, 
and great overaction on attempts at directed effort. Gen¬ 
eral examination shows: Eyes—Slight nystagmus, nar¬ 
rowing of left eye; slight real ptosis; left eye seems small 
and retracted ; pupil pin head, and does not respond to 
light, but does react to accommodation. Slight muscular 
deficiency of superior rectus. Right eye : pupil small, 
responds to accommodation and to light; no limitation 
in color or visual field in either. Both optic nerves are 
pale, the left rather more so than the right. Dr. F. F. 
D’Oench, who examined them a few days ago, thinks 
they are possibly in the first stage of atrophy. Vision, 
R., 20-50 ; L., 20-40; some hyperopic astigmatism glasses 
make no appreciable difference Color perception good ; 
no scotoma. 
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Slight Romberg. Can hold weight of the body on 
one leg, but this is more difficult with the right leg than 
with the left. No twitching of left hand, but fingers 
have lost their dexterity to some extent. The left upper 
extremity has a slight feeling of numbness, but objec¬ 
tively sensibility is normal, Both knee jerks completely 
absent, even with re-enforcement. Extremely slight 
ataxia of gait. No muscular atrophy. A physician who 
was consulted a few months ago treated him with increas¬ 
ing doses of mercurials and iodide of potassium, so that 
when the patient was first seen by me he had a heavy, 
foul breath, tenderness of the gums, and a patch, on the 
side of the tongue which Dr. Marsh and Dr. Erdmann 
both considered due to the mercury. These disappeared 
when the treatment was stopped for a few days. 

Although the patient strenuously denied syphilitic 
infection, and although there was no history or evidences 
of secondary manifestations, considering the well 
marked evidences of beginning tabes, the patient was 
put in the Post Graduate Hospital, and a systematic 
anti-syphilitic plan of treatment instituted. This con¬ 
sisted of inunctions of unguentum cinereum, beginning 
with a half drachm and increased to three drachms 
daily, half to be rubbed in at morning, and half at even¬ 
ing, each rubbing to be upward of forty minutes’ dura¬ 
tion. After four weeks, potassium iodide in small doses, 
gradually increased was added until the patient was tak¬ 
ing 100 grains daily. This treatment, combined with 
warm baths, rest in bed, massage and tonic plan of treat¬ 
ment, was kept up for ten weeks, and at the end of that 
time, the patient had not shown any improvement ex¬ 
cept the return of sexual potency and improvement in 
gait. The movements of the hand continued, and the 
sense of numbness was quite as strong. The treatment 
was then changed to the chloride of gold and arsenic, 
the administration of the potassium iodide being kept up, 
and on this treatment he has continued. 

As a good deal of divergent opinion was expressed 
by the gentlemen who examined the patient concerning 
the ocular conditions existing, I asked my friend, Dr. 
Ward A. Holden, to make a careful examination of the 
eyes. This he has done on two separate occasions, and 
the results of his examination are embodied in the fol¬ 
lowing report: 

“The patient has a complication of ocular anomalies 
which will be more intelligible if described in detail. 
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“ (a) The left palpebral /fissure is narrower than the 
right, due to a slight and varying ptosis, most marked 
when the eyes are directed forward, and less marked 
when they are directed upward. 

“ (b) In fixation the right eye, which has the poorer 
vision, turns out and up, and this relation is found in 
every part of the field of fixation. The lateral deviation 
is greatest on looking to the left, and the vertical devia¬ 
tion greatest on looking to the right, and the mobility of 
the left eye upward is greatly limited. The patient had 
diplopia a year ago, and at times has had it since, though 
it cannot be produced at present. The original muscular 
lesion would seem to have been an isolated muscular 
paralysis of the left superior rectus. There are now 
secondary contractures and possibly paralysis of other 
muscles, but such cannot be made out. 

“ (c) When the patient fixes an object directly before 
him, both eyes twitch laterally two or three times, and 
then remain fixed. When he fixes an object far to the 
right, both eyes continue twitching to the right; and 
when he looks far to the left, there is a continuous twitch¬ 
ing to the left. In looking up or down, a slight vertical 
twitching is combined with the lateral. This is not true 
nystagmus, in the sense in which the word is used by 
the opthalmologist, but the twitching that may occur 
with paralysis of the extrinsic muscles of the eye, and 
with various cerebral and spinal affections. 

“(d) The right pupil is of medium size, and reacts 
sluggishly to light and consensually, and to accommoda¬ 
tion. The skin reflex is wanting in both. The left 
pupil is very small, and does not respond to light di¬ 
rectly or consensually. but responds to accommodation. 
When cocaine is instilled, the left pupil dilates slightly 
and irregularly, becoming horizontally oval, and even 
when dilated does not respond to light directly or con¬ 
sensually, but responds readily to accommodation. The 
myosis seems, therefore, to be due to sympathetic par¬ 
alysis. The tension is the same in the two eyes. This 
unilateral reflex irioplegia which has been seen a few 
times has in the cases reported been associated with 
mydriasis, and not with myosis, as in this case. The 
left unilateral reflex iridoplegia indicates a lesion in the 
centrifugal portion of the reflex arc for the light reaction 
on the left side. 

“(e) The vision is 20-40 R. and 20 30 L., not much 
improved with glasses. A high degree of corneal astig- 
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matism in the right. Accommodation normal in each. 
Fields for white and colors absolutely normal in each. 
The right disc is pale, within physiological limits; the 
left disc shows a marked general pallor, with sharp out¬ 
lines and no change in the vessels. There is probably 
incipient atrophy of both optic nerves, which has as yet 
not affected their function. 

(signed) “ W. A. Holden, M.D., 

“45 West 39th Street.” 

This is the substance of the patient’s story and the 
status as obtained by many interviews and examinations. 
The most persistent and repeated questioning as to pos¬ 
sible luetic infection or previous disease did not succeed 
in changing materially the patient’s statements. That 
something definite might be learned of his previous life 
and ailments, I went to Dr. J. A. Burke, who had been 
treating him before Dr. Marsh saw him, and, much to 
my surprise, he told me that the patient had suffered a 
number of years before—fifteen or more—an attack of 
hemiplegia. I requested Dr. Burke to look the matter 
up, and he has embodied his reply in the following 
letter: 

“ . . . I think you are right in your diagnosis. I 

attended the patient some fourteen or fifteen years ago 
for what I diagnosed as syphilitic hemiplegia, although 
I could get no history from him of having had a chancre 
or secondary symptoms. As near as I can remember, I 
treated him with mercurial inunctions and the internal 
administration of iodide of potash, and under that treat¬ 
ment the symptoms of paralysis entirely disappeared. 
The hemiplegia was complete, even affecting the speech, 
but after more than two months’ treatment he entirely 
recovered. From that time up to about a year ago I 
saw him occasionally, but never noticed any evidence of 
syphilis, and, as far as I know, he did not take any anti¬ 
syphilitic medicine. About a year ago he called on me 
for some slight stomach trouble, and I noticed a little 
drooping of the left eyelid and a partial paralysis of the 
left side of the face. I think he was not aware of these 
symptoms till I called his attention to them. Believing 
these to be caused by the old trouble, I put him on mer¬ 
cury and iodide of potash. He improved slightly, but 
not fast enough to suit me, so I gradually increased the 
dose of potash up to nearly 200 grains three times a day. 
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Then I eased up on the potash and increased the mer¬ 
cury to salivation, but there was no improvement beyond 
that which had taken place during the first few weeks. 
He had evidences of salivation when he left me, and 
went to his police surgeon. He has always been a tem¬ 
perate man—indulged in no excesses of any kind. I for¬ 
got to mention that the weakness and rhythmical move¬ 
ments of the right side came on during the time he was 
under treatment, and gradually increased until he left 
my care. 

“ Very truly yours, 

J. A. Burke, M.D.” 

On charging the patient with this omission from his 
story, he very naively remarked that he was under the 
impression that he had told to me all about it, and like¬ 
wise to Dr. Marsh and to Dr. Erdmann, but they are of 
an entirely different memory. 

The mode of onset of the hemiplegic attack was, ac¬ 
cording to his statement now, as follows: 

One evening, after he had served at a bar all day, he 
noticed that he was particularly nervous and felt badly, 
and was slow in closing up the store. After that he 
walked to his lodgings, some blocks away, but he could 
scarcely drag himself along. When he reached the 
stoop he sat for a half hour or more, and then succeeded 
in getting upstairs, although his right »leg was almost 
powerless. He went to bed, and the next morning the 
leg was somewhat more powerless than on the previous 
evening, and, in addition, the right hand felt heavy. He 
arose, however, and stayed about the house during the 
day. On the following morning the right side was com¬ 
pletely paralyzed, which was associated, as Dr. Burke 
corroborates, with disturbance of speech. He does not 
think his eye was affected at that time. That this was 
an attack of cerebral thrombosis there cannot be the 
shadow of a doubt. The age of the patient, the mode of 
onset, the duration of the symptoms before the hemi¬ 
plegia became complete, the absence of loss of conscious¬ 
ness, the comparatively rapid disappearance of the par¬ 
alysis—in short, the entire history of the case, speak 
unequivocally in favor of cerebral thrombosis. 

If one were to be asked the cause of a cerebral 
thrombosis occurring in an individual twenty-two years 
old, who was temperate, who had been singularly free 
from acute disease, including rheumatism, who gave no 
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history of injury, or exposure, or illness, it is more than 
likely that he would answer syphilis. 

The patient continued to deny any knowledge of 
infection. Although it is certainly a fact that persons 
occasionally suffer from syphilis and are ignorant of it, 
a careful examination of a patient’s previous life from 
year to year will make this number less. The members 
of this man’s family were, therefore, interviewed suc¬ 
cessively with the hope of finding one whose memory 
was more verdant and whose statements were more 
reliable than the one we had to deal with. Of the family 
a sister living in the country stated that when the patient 
was about sixteen years old—that is, four or five years 
before the hemiplegia, he had a sore on the inside of 
the lip which lasted for several weeks. The sore, as well 
as she can remember it, was hard, elevated and eating, 
and the physician at the dispensary where he was treated 
dusted a powder on it and gave him medicine internally 
for quite a time. This is the only point of any interest 
that could be elicited. 

I do not wish to lay undue stress on this labial affec¬ 
tion, but to me it is within the bounds of possibility that 
this may have been a chancre. I do not know of any 
surgical affection at such an age that would require 
internal treatment, or that would remain so long. The 
cerebral thrombosis would then be easily explainable 
and likewise its prompt response to treatment. 

The evolution of symptoms from that time to this 
seem to me to be as follows: Following the absorption 
of the clot in the lenticulo-striate artery there remained 
a considerable thickening of the blood vessels. The 
regular, active, methodical, non-exhaustive and partic¬ 
ularly the temperate life of the patient out of doors 
served to keep his arteries in a good condition. On 
reaching an age verging on forty, when the late 
manifestations of syphilis on highly organized tissues 
are most commonly seen, the tone, the nutrition, the 
relation existing between the circulating blood on the 
one hand and the interior of the blood-vessel on the 
other, call it what you will, became impaired and the 
result was farther thickening and surrounding encroach¬ 
ment by vulgar tissue on motorial pathways, which in 
turn, were sufficient to interrupt uniform conduction ; 
that is, sufficient to produce what may be called an irri¬ 
tation and the result is the choreiform, the athetoid 
movements which one sees in his right upper extremity. 
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This same factor, acting upon the posterior roots of the 
spinal cord and the posterior columns, accounts for the 
loss of potency, the loss of knee-jerks, the loss of pupil¬ 
lary skin reflex in both pupils, the band sensation around 
the chest, the feeling of constriction about the calf, the 
sensory disturbances in part, and the beginning optic 
atrophy and the uncertainty of gait which the patient 
had when first seen. 

The unilateral reflex iridoplegia is, as Dr. Holden has 
pointed out in his report, a most uncommon phenomenon; 
the cases on record being extremely scant. In fact 
Haddeus 2 in a recent article on the subject says that 
there have been reported to his knowledge only five 
cases of unilateral reflex iridoplegia. It is worthy of 
note that of these cases four were in tabics. This I con¬ 
sider an extremely important point. 

Some of the gentlemen who have examined the 
patient and reached a diagnosis of multiple sclerosis, 
have attached great importance to the twitching move¬ 
ments of the eyeball. This I have been accustomed to 
think is not a very rare symptom in tabes dorsalis, 
Charcot’s dictum to the contrary notwithstanding. It was 
first observed by Friedreich who called it nystagmus, 
and thought it was due to ataxy of the muscles. Berger, 
who has made one of the most exhaustive contributions 
to the visual disturbances in tabes dorsalis, says that 
trembling of the eyes after movement is very frequent 
in tabes, and was absent but six times in 109 cases. In 
twenty-six cases of tabes, which I have now under obser¬ 
vation and in which this condition has been sought for 
it has been found no less than five times. I believe 
that in many cases when a tabic patient is told to move 
the eyes quickly and forcibly, a slight oscillatory twitch¬ 
ing will occur in a large number. This oscillation, it 
has been observed often, is most frequent in a horizontal 
direction. Therefore, I think that in this patient instead 
of militating against the diagnosis of tabes the so called 
nystagmus would rather tend to favor it. 

There are a number of cases on record which are very 
nearly counterpart of the one before us in which the 
examination of the nervous system after death has left 
no doubt regarding the nature of the lesion. Pusinelli 
has recorded a case which simulates very closely, in its 
clinical history, this patient. (Archiv. f. Psychiat., xii., 3 ; 
p. 766, 1892). His patient became infected with syphilis 

2 Archives of Opthalmology, January, 1894. 
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in i860, when he was twenty-five years old ; five years 
later he had an attack of hemiplegia associated with 
aphasia. In 1879, fourteen years later, there was a clear 
development of tabes. 

In 1883 Damaschino ( Gaz. des Hopitanx, No. I., 1883) 
-related a case and demonstrated a specimen in which the 
patient had during life only Westphal’s symptom and 
right-sided hemiplegia. The microscopic examination 
showed degeneration of the posterior columns of the 
spinal cord and descending degeneration of the lateral 
columns, in addition to the lesion in the capsule. 

Oppenheim [Archiv. Psychiatric, xx., I) cites a case in 
which Westphal made a diagnosis of tabes in a hemi¬ 
plegic on the grounds of loss of patellar reflex. Post-mor¬ 
tem examination showed anatomical changes in the brain 
and degeneration of the posterior columns of the spinal 
cord. In this same article he relates an interesting case 
in which there was probably syphilis, and in which the 
picture of tabes was complicated -yrith paresis of the 
upper and lower extremity with a great deal of weak¬ 
ness in one-half of the body. Later there was complete 
hemiplegia and paraplegia. The autopsy showed soften¬ 
ing in the corpus striatum, but for the paraparesis there 
were no anatomical grounds save a degeneration of the 
posterior columns. 

Scattered throughout the literature are the reports of a 
few cases which have been presented to medical societies 
in which the symptoms would seem to. be more or less 
similar to the case before you, and in which there would 
seem to have been no question about the diagnosis. 

Lacaze (. Montpellier Medical , No. I, 1893) reports a case 
of tabes with general muscular atrophy and the occur¬ 
rence of marked involuntary movements of the lower 
extremities and of the face which continued during 
sleep. These movements partook of the character of 
chorea. 

Porta, of Milan, has observed athetosis of the right 
hand in two female tabics ( Bulletino delle Poliambulcunzi di 
Milano). 

In 1890 Laquer presented to the Congress of South¬ 
west German Neurologists and Alienists two cases of 
tabes, in which athetoid movements of flexion and 
extension of the hand, which continued during sleep, 
were prominent symptoms. 

A point that has much interested me is the emphasis 
that has been put upon the fact that anti-luetic treatment 
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has not been followed by any remarkable results. It 
seems to me that this is the rule in tabes and the fact 
that no great improvement has resulted from treatment, 
in no way denies the ancient infection or its recent mani¬ 
festations, such as tabes. 

The point has been raised that the absence of knee- 
jerks in our patient may be congenital. It is well known 
that in an extremely small proportion of individuals this 
phenomenon is absent. This point cannot be contro¬ 
verted by the production of positive proofs. It must be 
allowed, however, that ten years ago this patient had to 
pass what is generally believed to be a careful examina¬ 
tion before a board of physicians in order to get on the 
police force, and the absence of knee-jerk was not 
detected by this examination ; neither was it remarked 
by the physician who treated him during the attack of 
hemiplegia. The return of sexual potency during the 
last few months, while under treatment, is a corrobora¬ 
tion of the well-known fact that one of the earliest bene- 
ficient manifestations of treatment in beginning tabes is 
the stimulation of waning sexual vigor and rather fre¬ 
quently a partial restoration of that function for a longer 
or shorter time. 

The onset of tabes unaccompanied by pain is not 
common. Yet it has undoubtedly been within the 
experience of every member of this society to see such 
cases, and I shall not run the risk of wearying you by 
citing such cases from my own experience or from the 
literature. 

Discussion as whether this be a case of cerebro-spinal 
syphilis or tabes dorsalis associated with athetosis is not 
particularly pertinent or productive of results. Insomuch 
as it is probable that twenty years ago he had an initial 
lesion and some years later a cerebral thrombosis, which 
was more than likely dependent upon a syphilitic affec¬ 
tion of the blood vessels, and that now he has the first 
manifestations of a disease for which syphilis is postu¬ 
lated as causative in from seventy-five to ninety-five per 
cent of the cases, it might be said, and justly, that his 
symptoms are dependent upon multiple lesions, primar¬ 
ily syphilitic in origin, and to such an extent the case is 
one of cerebro-spinal syphilis. The clinical picture pre¬ 
sents itself, however, as a combination of two distinct 
clinical entities, tabes and athetosis, and it is as such 
that I have taken the liberty of presenting him to you 
for discussion. 



